The principle of "do no harm" is the foundation of all medical practice. It requires us to periodically reevaluate that which we have intuitively believed we are doing for the good of patients, while being prepared to accept that we might be wrong.
In 1854 Florence Nightingale introduced measurement of outcome. By measuring a reduction in infection rates and practicing the principles of infection control, she introduced a principle of medicine that we live by today more than ever. In surgery we have been the leaders of quality improvement. This commitment dates back to Codman and programs developed by the American College of Surgeons over the last 85 years. 1 These origins are the basis of peer review, which occurs in each of our hospitals.
The entire basis of prehospital care is directed toward straightforward treatments that make sense based on the probable cause of early death. Relief of airway obstruction, prevention of secondary brain injury, the management of hemorrhagic shock, and the prevention of deterioration of the unstable spine have become our priorities. For each of these, prehospital provider skills have been developed to extend care closer to the point of injury. The last 30 years have been successful in defining the curriculum and capabilities in prehospital care we now take for granted. 2, 3 Prehospital provider training has evolved into two basic scopes of practice: EMT-basic, where spine stabilization and rapid transport are the priorities, and EMT-Paramedic, where all skills of Advanced Life Support (ALS) are emphasized. Several of these advanced practices have been significantly challenged during the past 10 years.
In 1989, a trial testing the use of the MAST suit suggested that this type of prehospital care could be potentially dangerous and could even lead to increased mortality. 4 The value of prehospital fluid resuscitation was challenged in a well-publicized trial from Houston in 1994. 5 Several other studies have called into question the utility and safety of prehospital fluid administration except when dealing with prolonged prehospital transport times. 6, 7 Although a good prospective multicenter trial is still needed to validate these concerns, the use of prehospital fluid resuscitation can no longer be supported by its intuitive value alone.
More recently, prehospital airway control has been questioned, in particular when rapid sequence intubation is needed to accomplish it. In a recent study from San Diego County, the introduction of an expanded scope of practice including rapid sequence intubation for head-injured patients was associated with increased mortality. 8 This study was prompted by a previous retrospective study that suggested that airway control would improve outcome. 9 It seemed appropriate based on the known association of hypoxia, hypotension, and worsening of secondary brain injury. 10 Several other studies have questioned the value of prehospital airway control recently, and all of these together force us to reexamine our practice. 11, 12 The current study is an excellent example of taking advantage of differences in prehospital care systems to study the effect of ALS skills on outcome. The authors have shown that mortality is greater with the practice of "stay and play" versus "scoop and run." This is completely consistent with the previously reported data on fluid resuscitation and airway control in head-injured patients. The current study found that physicians have the highest mortality, possibly because they spend more time trying to do additional things that are better done in a hospital.
One can criticize the study design or argue that the analysis the authors have provided is inadequate, but this would be a mistake. This study at the very least suggests that ALS skills are of no value in the field and may, in fact, do harm. This has implications for civilian trauma systems and the military as well. It will be difficult for us to accept since we have so much invested in training ALS skills and because of the intuitive nature of these practices for improving outcome.
The message for optimizing patient outcome suggested in this study is to transport the patient rapidly to a trauma center. We must not sit on these results too long. Just as John Snow, MD, helped stop the cholera epidemic in London in 1854 by removing the pump handle from the public well, we must react to the data Dr. Sampalis and his study group have given us.
If we feel the need for validation, then we need to prepare further studies and set the clock to get them done. If these results are compelling by themselves, then we should act now. We have the responsibility to base our response on one of these two actions. Sitting on this data in organized medicine because of the need to protect our bias toward
